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The role of the midwife: wherever the delivery, 
child are comfortably settled. — 


she only leaves the mother when she is sure that mother ang 


4 | SONG OF LAWINO! 


by 
Dr Okot p’Bitek* 


= ...‘When the baby cries, 
a Let him suck milk 
= From the breast. 
a There is no fixed time 
For breast feeding. 


= See) - 
“ bin , 


When the baby cries, 
It may be he is ill; 
The first medicine for a SUM 
‘ Is the breast. 
$ Give him milk, 
Se And he will stop crying, 
a And if he is ill, 
Let him suck the breast 
While the medicine-man 
Is being called 
From the beer party.”... 


When a baby cries, it may be he is ill; The first 
icine for a child is the breast.’’ Western, so-called 
ntific medicine had a long way to go only to 
rn to the basic truth: there is nothing in the 
rd which can replace the value of breast feeding 

ta small child. And now, when, in some European 
ntries, most mothers are not even attempting to 
Je their babies, paediatricians, psychiatrists and 
itionists are suddenly realizing what potential is 
t and are trying to reverse the trend. Twenty years 

bottle feeding was a phenomenon typical of 

European and North American societies only, but, 

infortunately, the developing countries have begun 

) imitate it. The desire for status — for being like the 

ite people they see — as well as the pressure of 

Vvertisements have often led young women in 

pidly growing urban slums in the developing world 

| choose artificial feeding, despite the fact that the 
gienic and economic conditions are most unsuit- 

Mle for such a change. 


he rural Africans often believe that white women 
re unable to breast feed. In fact, Western society has 
Nvinced women that breasts are a symbol of sexual 
easure only. The freedom to breast feed a baby 
hile shopping is unknown to European women. The 
Oung Dutch missionary woman who, to everyone's 
rprise, breast fed her baby on an African market 
ace, probably contributed more to the promotion 
f breast feeding than the midwives in the hospital 
er did. She was soon surrounded by African women 
ho. said, ‘We didn’t know white women. could 
Jreast feed their babies too.”’ But, had she done so on 
/@ European market place, she would have been 
-100ked upon with suspicion, if not with disgust. 
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In South America, where imported goods are often 
considered superior, and where the broader middle 
classes try to imitate American women, the trend 
away from breast feeding has been more pronounced 
than in Africa. Recently, however, milk-producing 
firms have come under fire. They have been accused 
of playing a major role in this change by promoting 
their products “‘by all possible means”. It is not our 
task here to go into the details of the accusations, but 
it is evident that women only began to have a choice 
about how to feed their babies when artificial 
products became available. It is also true that any 
industry within any capitalistic system constantly 
tries to increase its production. Mothers want the best 
for their children and, since they are told and shown 
in sO many ways how healthy babies can be when 
bottle fed, many of them choose artificial feeding. 


There has been little adequate response to the 
pressure of the milk-producing firms. The baby has 
no way of making its wishes and rights known, and 
women get confuséd about their rights, forgetting 
that breast feeding is an enjoyable experience for 
both mother and child, and that women’s liberation 
should be seen as the fulfilment of women’s role — 
not just as equality with men. Women have body 
functions and possibilities that men do not have. To 
be looked upon merely as an object for sexual 
pleasure is one of the biggest insults to women, and 
men’s possessive attitude has effectively undermined 
thé freedom to breast feed publicly. But, if young 
girls never see a woman suckling her baby (even at 
child-bearing age, about 30% of English women have 
never seen this), how can they think about breast 
feeding as being a natural function, a basic right of 
the child and themselves? 


In this issue of CONTACT, we want to show how 
health workers and communities can contribute to 
more successful breast feeding and help the women 
around them to realize that there is no real advantage 
in artificial feeding, in which, in fact, many dangers 
are inherent. The first two articles which follow, 
then, are an attempt to confirm what we find in 
poetry, that the breast is not only the first medicine, 
it is also the best food for baby. The final article, 
from Botswana, shows how the use of family-retained 
health records is an important aid to the monitoring 
and promotion of total family welfare. 


Ursula Liebrich, MD 
Associate Director, CMC 


The Song of Lawino appears in the book, ‘Song of Lawino 
and Song of Ocol’’, published by the East African 
Publishing House, Nairobi, 1972. 


Dr Okot p’Bitek was born in Gulu, northern Uganda, and is 
internationally recognized as one of Africa’s finest poets. 
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BREAST FEEDING-A MYTH OR A MUST? 


by 
Ms R Nita Barrow, RN RM LLD* 


The twentieth century, with its advances in scientific 
medicine, its emphasis on greater and greater 
knowledge, and the application of this to health care, 
has brought many benefits to mankind. Conversely, 
when practices based on this knowledge are made 
universal without regard to the local culture, customs 
and economic status of groups within a community, 
then more harm than good results. 


Infant feeding is one such vital area, vital to the 
growth, development and health of a child, which has 
suffered from a variety of practices. The encourage- 
ment of artificial feeding to replace breast feeding has 
been contributory to the ill health of millions of the 
world’s children and, more seriously, to their deaths. 
Breast feeding is the natural source of food and 
nutrition for the infant and young child, and has 
always played an essential role in the prevention of 
‘malnutrition and diarrhoea. 


Historically, in societies or groups within a society 
where the mother delivered her baby at home with 
the help of an older member of the family or 
community, the child remained with her as a matter 
of course, was put to the breast soon after delivery 
and was often breast fed up to the age of 12 months 
and, in some instances, for as long as two years. The 
young mother was encouraged and supported by the 
advice and help of the more experienced women of 
the family and community. Breast feeding was 
regarded as a normal feature of daily life and, as the 
mother went about her work, the baby was kept with 
her (whether strapped on her back, slu ng on her side, 
Or just within easy reach) and was fed as required. In 
more sophisticated societies, although a great deal 
more ritual was gradually attached to breast feeding, 
babies were breast fed, although for a shorter period 
(4-6 months). This continued up until the 1940s. 


* Director, Christian Medical Commission, Geneva. 


Several factors can be identified which have led to 
decline in this trend and to a massive shift to bott 
feeding, the latter having escalated during the 
three decades. Some of the factors identified y 
Cicely D Williams and Derrick B Jelliffe are as follo 


— the modern ‘fashion’ — fear of loss of figure am 
urbanized females. 

— advertising pressure in favour of bottle feeding. 

— episiotomies, which some mothers find excessi 
painful and make them dread trying to sit up 
breast feeding. 1 

— separation of the mother and baby after del 

— delay in offering feed to the baby. (Happily, 
delay of 24-48 hours is now less often practised 

— four-hourly feeds. If the baby is with the mot 
the demand for sucking is at first very irregula 
But, in most cases, mother and child settle into 
reasonable pattern if this is not frustrated { 
four-hourly dictatorship. : 

— ignorance, possessiveness or impatience on the pal Y 
of the doctors and nurses responsible for obstetfi 
and maternity service. Conversely, overemph 
propaganda about breast feeding without acc 
panying advice and support may lead, parad 
cally, to a mother being affected by the ‘let-do 
reflex’, (failure to lactate owing to a lack 
confidence in her ability to breast feed). 

— supplementary feeds with sweetened milk or wa 
which may give the infant a distaste for less sugal 
feeds and lead to the destruction of the suckin 
reflex and to more difficult flow. 


Once some of the problems have been identified ¢ 
their effects on the overall health and development 
the child have been studied, some solutions need t 
be found. Education in three main areas appears to be 
indicated: — a 


1) of the personnel responsible for delivery ant 
aftercare — postnatal and beyond; 


2) of the mothers; 


3) of the community. 


is important to use the wide term, ‘‘personnel 
sponsible for delivery and aftercare’, because, 
fespite the growing number of institutional deliveries 
ind the emphasis on this, from 50-80% of deliveries, 
ticularly in the developing world, are undertaken by 
yaditional birth attendants. Their help and support is 
sential. The trend which has led to artificial feeding 
ik ather than breast feeding is reversible. Education of 
ese groups needs to play a major role. Decisions 
ken to this effect by concerned professionals and 
vernment Ministers of Health in the Caribbean 
yesulted in a resolution taken in 1974, ‘‘that by 1980, 
gouble the number of women should be feeding their 
aby solely on the breast at three months.” An 
exhaustive exploration of how such changes may be 
¢iftected is not possible here, but a few indicators can 
ibe explored. 


the modern midwifery unit often overlooks the real 
feeds of a mother at delivery time in the interest of a 
highly ‘scientific’ and sterile atmosphere. She may have 
ii the technical care for a safe delivery at her disposal 
it may lack the support, reassurance and comfort 
scessary to encourage her to look forward to, rather 
fjan dread, the arrival of her baby. She may be 
tirely cut off from the family and her friends, and 
parated from’ the baby immediately after birth. 
ymetimes, she ‘may not see the baby until several 
jurs later, — sometimes not until 24 hours later — 
id the effect of this on the establishment of breast 
eding has already been identified. ‘Rooming in’, 
ter all, is only the old practice of leaving the baby 
vith the mother and establishing early contact 
between them. 


Personnel in the institutions should, themselves, be 
Knowledgeable about the questions associated with 
le benefits of breast feeding to mother and baby. 
his knowledge can be given to the mother through 
aching in the antenatal as well as the postnatal 
riod. It should not be considered the prerogative of 
the ‘professionals’ only to teach, but the knowledge 
Should be shared with supporting members of the 
community (family members of prepared auxiliaries) 
Who can then serve as ‘encouragers’. One study 
Undertaken identified that mothers who attended 
CH clinics regularly were willing to breast feed and 
d. Nevertheless, they had many doubts associated 
With the quality and quantity of their milk and 
Needed the kind of reassurance formerly supplied by 
the ‘grandmother’ in the family. Weighing the baby 
fegularly and keeping a ‘Road-to-Health Chart’ needs 
fo professional time and is a means of encouraging 
the mother. 


a 
The question of regimenting the mother to times 
ich are too specific to begin with, e.g. four-hourly 


- "Purpose to formulate a plan of action to combat 
gastroenteritis and malnutrition in children under two 
© years of age’’, outgrowth of Fifth Caribbean Health 
| Ministers’ Conference, Dominica, West Indies, February 
P1973. 


feeds rather than free demand, can also be harmful. 
Experience and studies have shown that the baby 
adapts to his own schedule in a reasonable period of 
time if the mother is freed from ‘clook watching’. 


The psychological and emotional help of a group with 
similar questions need not be confined to the 
once-a-month or — week clinic. It can be encouraged 
at the village or street level with assistance from an 
“encourager’. Those who answer questions may be 
drawn from a variety of people who have relevant 
experience and require little additional knowledge. 
Because they are drawn from the same background 
and understand the needs of those asking the 
questions, they will often be more readily understood 
than the more ‘professional’ worker. 


Ongoing support to a mother during the first two 
crucial weeks after the baby is born, particularly if 
the child is delivered in an institution, should be 
provided in a practical manner in order to establish 
breast feeding. After that period, the mother still 
requires help and encouragement, especially if around 
the second month after delivery, she does not 
succumb to the pressure building up around her to 
change to bottle feeding. 


- The addition of appropriate solids using a cup and 


spoon at the right age, 4-6 months, should be taught 
the mother early, so that she understands these are 
nutritional supplements and not substitutes for breast 


- feeding. She should be encouraged to breast feed for 


as long as possible. Above all, she should not be 
educated to give artificial feeding, and the education 
of all ‘professionals’ and other personnel, as well as 
the public, should be directed towards breast feeding 
with full awareness of the benefits to both mother 
and child. The mother who successfully breast feeds 
her own child becomes a help and support to-others 
— in her own community and outside it — and is the 
best advocate for reversal of the trend from artificial 
to breast feeding. 


Ris. 


Conclusions: of 


Clearly, insistence on breast feeding is not enough. It 
is essential to determine the factors in the community 
which have led to a change in the original practice of 
infant feeding. When these have been identified, it is 
vital to work with the community at a level they 
understand and, through relevant avenues, to 
encourage them to change their practices if necessary. 
The need for support and continuing education of the 
mother, as well as many members of the supporting 
group, are two of the most effective methods of 
ensuring this change. 
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European women should be seen 
more frequently in this position... 


(Photo: Liebrich/CMC) 
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...even though they will probably never match this natural happiness. 
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THE VITAL IMPORTANCE OF HUMAN MILK 


by 


Dr Michael Crawford* and Ms Barbara Hall* 


Since the domestication of animals, people have tried 
to substitute human milk by milks from other 
species. It} is only in the last 100 years that 
commercially-prepared artificial formulas became 
available. In 1867, Liebig designed a substitute 
which was a mixture of wheat flour, malt flour, 
bicarbonate of potash and cow’s milk. He claimed 
that this mixture contained ‘the very same 
ingredients as in the mother’s own milk’’. The 
advertising statements of modern manufacturers are 
remarkably similar! 


Although important improvements have been made in 
milk formulas, there is still none which matches 
mother’s milk. In the early days of bottle feeding, the 
high infant mortality rate was mainly due to the poor 
state of hygiene. It was not then possible to separate 
the effects of the formulas from that of bacterial 
contamination. 


During the last seventy years in the technically 
advanced countries, there has been a dramatic fall in 
the infant mortality rate, but we still have to deal 
with various disorders of infant health. So much so 
that a recent UK government report expressed 
concern that bottle feeding may be hazardous to the 
health and growth of some infants and made a strong 
recommendation for a return to breast feeding. 


The advantages of human milk are twofold:— 


1) The variation in composition throughout the feed 
allows the baby to regulate his water and nutrient 
intake. 


2) Human milk, as any other milk, is designe 
specific requirements of the young and i 
by physiology, rather than expert 
Cow’s milk is rich in protein and t 
suited to the cow’s rapid body and skeletal 
Human milk has the least amount of pro 
species but has 6 to 8 times more of the: 
fatty acids than are found in co 
Postnatally, the brain grows rapidly, and at 


solid matter is fat, much of which is essential 
§ ‘ 


That is, whilst cow’s milk is suited to body 
human milk i is suited to brain growth, and th 


Hence, skimmed milk is not only deficient 
but is also deficient in essential fatty acids 
oil-soluble nutrients. When children were fe 
without the essential fats, they develop 
deficiency symptoms of oedema and skin dis 
Because of such results, tins of skimmed fr 
labelled in the UK as not suitable for babies. 


In developing countries, lactation is little 
trouble. Artificial feeding has all the pro 
resulting from poor hygiene, wrong formulas and 10 
economic status. However, although mother’s f 
the best for the infant, it must be remembe 
lactation does demand extra calories and n 
Hence, the obvious policy is to feed the m 
feed the child. : 


* Department of Biochemistry, Nuffield Institute 
parative Medicine, London, UK. 


FAMILY- RETAINED HEALTH RECORDS 


; Edited version of the article by 


b B. Stephens, J. Kennedy & N, Mashalaba 


ith e practice of making patients responsible for their 


{own health records is becoming increasingly popular 
jin both developed and less developed health delivery 
stems. It is clearly in both the patient's and the 
ipractitioner’s interest. Patient-retained records are a 
eat time saver, allow for patient mobility, and are a 
jurce of interest to the patients. 


uring the course of a one-year project to develop a 
lified health information system for outpatient 
rvices in Botswana, we had the oportunity to test 
id evaluate patient- -retained health cards over a 
riod of six months. In selected trial clinics, the 
lowing cards were issued to all users as 
ppropriate: under-five cards, male and female cards 
for persons over five, antenatal and family planning 
rds. Patients were given an envelope in which to 


c-filed patient health records simultaneously. 


rate of patients returning with the cards was 
urprisingly high. Examination of the records in three 
inics, (Manyana, Kgale and Sehitwa) provides 
idence of this. Manyana clinic, situated in a rural 
illlage, reported a 0.44% failure rate. Out of 898 
Eturn visits, one individual lost his card in a fire in 
lis hut, one was unable to collect his card upon 
turn to the village from his field because his hut was 
ked, and two persons simply forgot theirs. 


ale clinic, serving a very mobile, predominantly 
ri-urban population in the capital city, recorded a 
> failure rate among adults and 1% among 
der-five patients. Out of 598 repeat adult visits 
ported, eight were said to have forgotten their 
tds, and four allegedly lost them. Four of the 351 
nder-five repeat patients presented without their 
fards. Sehitwa, in a large heterogeneous village, had 
95 repeat patients, among whom they reported 16 
ds forgotten, twelve lost, and four destroyed, 
‘i ing a 2% failure rate. 

lative advantages of patient-retained as against 
Hnic-retained records were demonstrated in these 
fals. In Kgale clinic, where twelve adult clients 
resented without their health cards, thirteen 


inic-filed adult records were not retrieved at the 
Me of an encounter. 


Four under-five patients 


presented without cards, and six children’s records 
were mislaid by the clinic. 


Kgale clinic, with two staff nurses, two auxiliaries, 
and three general duty assistants, was obliged to 
assign one assistant full time to the clinic file. Despite 
a highly efficient filing scheme, it was estimated that 
an average of six minutes per card was needed for 
processing. Furthermore, at the end of every day, two 
workers spent about twenty minutes carefully refiling 
records which had been pulled out. The longer a 
clinic continues to file records, the greater the 
numbers, and the more complex it becomes. 


A clinic filing system, of course, only maintains 
records of patients who have attended at that place. 
There is no history on patients who receive treatment 
elsewhere. And yet, the clinic file will contain records 
of patients who never return to that particular health 
unit. Moreover, among those who do return, a certain 
number, inadvertently or purposely, will claim to be 
new patients, and their cards will not be used. 


In Botswana, people use different names at different 
times, and nearly half of all surnames begin with the 
letter, ‘M’. Thus even with a number-and/or 
date-related filing system, and a cross-filed reference 


‘with names, there is often confusion. 


Patients indicated to health workers involved in the 
trials that they felt more confident about the 
diagnoses and treatment knowing that the practi- 
tioner was well aware of their health history. They 
liked the idea of having a record which they could 
carry with them wherever they go. That is 
particularly salient in a country like Botswana, where 
the population is extremely mobile — both in their 
living patterns, and in seeking medical help and 
advice. 


It is, of course, a tremendous advantage to providers 
to be presented with a data base on clients who have 
attended either at the same or another unit. It is a 
protection for the client and a convenience for the 
practitioner. By incorporating a client's comprehen- 
sive health-related history, the card not only provides 
a very useful background on the patient for 
integrated care, but it is also a cue for health 
education. 


Home-based records can ‘be very useful during home . 


visiting. Given the high retention rate which has been 
experienced, a nurse or village worker visiting a 


compound is likely to find records of those who have: 


attended a clinic. She can immediately assess the 
service needs of users, and also do motivational work 
among non-users. 


Client-kept cards may be the first step towards 
entrusting the community with responsibility for its 
own health. Carefully designed cards help patients 
to exercise their ‘right to know’ and to make 
responsible decisions. With the informed cooperation 
of the community, it would also be possible to 
conduct community health surveys. Sampling of 


a 


households whose non use of clinic services, or who 


use and health status can be determine 
home- based health cards, is a ae effective 


services, while, at the same time, 5 
record-keeping tasks of clinic staff. There is adeq ke 
evidence to indicate that patients will cooperat 


validity of client-retained records. 


* * 
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~ COMMUNITY 


HEALTH and 
the CHURGH 


& 


church is concerned with people and people live in communities. The medical pro- 
Wrammes of churches and missions are challenged today to meet the needs of people--as 
Mdividuals, as families, as communities. 


the conditions of people and their communities change, the spectrum of needs and 
Oblems is also undergoing change. To be able to respond to such changes, informa- 
fon is needed about principles and methods of community-oriented health care. COMm- 
UNITY HEALTH and the CHURCH, a 74-page booklet published by the Christian Medical 
sommission, contains some of the recent thinking on the medical mission of the church 
d also practical suggestions for church-related medical programmes and questions 
reflection and action. 


Isgether with its bibliography the booklet is intended to help health workers of all 
tegories and denominations as well as church leaders and decision-makers in all six 


Please send me copies of COMMUNITY HEALTH and the CHURCH 
My cheque is enclosed surface mail 
s Please bill me _ air mail (extra 
> 0M 6.50 charge) 
_ US$ 1.95 
YAS NAME (please print) 
ae ADDRESS 


Hes for bulk orders 
4-0 or more copies MMO Dee Ek Gel ka eee, ee 
ytlable on request 


Returnto Publications Office, World Council of Churches 
250 route de Ferney, 1211 Geneva 20, Switzerland 
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